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A B S T R A C T
Objective: To investigate the 1-month effects of an educational programme co-led by peers delivered
before treatment on treatment preferences, self-management knowledge and motivation in comparison
to usual care.
Methods: Adults referred to a community mental health centre were randomised to either a control group
(n = 48) or a peer co-led educational programme (intervention group, n = 45). The programme consisted
of an 8-hour group education session followed by an individual pretreatment planning session. The main
topics of the educational programme were treatment options, patients’ rights, self-management, the
importance of patient activation and participation.
Results: At 1-month follow-up, a signiﬁcantly larger proportion of the patients in the intervention group
knew which type of treatment they preferred (76.7% vs. 32.5%, p < 0.001). The intervention group had
signiﬁcantly higher self-management knowledge (p < 0.001). There was no effect on treatment
motivation (p = 0.543).
Conclusion: At 1-month following the delivery of a pretreatment educational programme, we found that
participants’ knowledge of treatment preferences and self-management had improved.
Practice implications: Educational interventions co-led by peers can optimise the process of informing and
educating outpatients, thereby helping patients to clarify their treatment preferences
ã 2016 The Authors. Published by Elsevier Ireland Ltd. This is an open access article under the CC BY-NC-
ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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In the ﬁeld of patient education, increased emphasis has been
placed on empowering patients to be knowledgeable and actively
engaged in managing their health [1–3]. A recent review of studies
on patients with severe mental illnesses found preliminary
support for the effect of educational interventions on self-
management, acknowledging the importance of preparing, sup-
porting and empowering patients to effectively participate in their
own care [4]. Educational interventions may be effective in
improving outpatients’ knowledge about treatment preferences;
however, to the best of our knowledge, no studies have* Corresponding author. Tiller DPS, Østre Rosten 55, NO-7075 Tiller, Norway. Fax:
+47 72 82 39 01
E-mail address: mariela.lara@stolav.no (M.L. Lara-Cabrera).
http://dx.doi.org/10.1016/j.pec.2016.02.006
0738-3991/ã 2016 The Authors. Published by Elsevier Ireland Ltd. This is an open access a
nd/4.0/).investigated such an effect using a peer co-led educational
intervention in routine mental health practice.
Owing to the importance of educating outpatients in a mental
health setting, we endeavoured to bridge this gap in the research
by developing – in cooperation with expert peer educators – such
an educational intervention. This intervention integrates peer co-
led education and self-management approaches and is delivered
before treatment initiation. In the present study, we investigated
the 1-month effects of this educational intervention on partic-
ipants’ knowledge about treatment preferences, self-management
knowledge and motivation, compared to a control group.
2. Method
This randomised controlled trial (RCT) was conducted between
June 2009 and August 2012 at a community mental health centre
(CMHC). The centre’s catchment area includes urban and rural
areas and has a population of 90,000 people. The Regionalrticle under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-
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Norway approved the trial (no. 4.2009.77).
To be eligible for inclusion in this study, participants had to be
referred to the CMHC, have an estimated waiting time for
treatment between 2 and 4 months, be at least 18 years old and
understand Norwegian. Exclusion criteria were the presence of
serious mental illness and psychosis. The participants gave written
informed consent and completed the baseline questionnaire
during an inclusion appointment. An externally administered
Internet-based programme was used to randomise the participants
(1:1) to either the intervention group (IG) or the control group
(CG). The CG received ‘treatment as usual’, remaining on the
waiting list. CG did not receive any education.
The intervention consisted of two 4-hour group educational
intervention sessions (Table 1) followed by a 45-minute individual
planning session, which was given within a week after the group
sessions. The aims of the planning session were to identify speciﬁc
problems and to discuss available treatment options.
The programme content was based on different literature
sources covering user participation, self-management, strategies
for preparing patients for treatment, and the philosophy of
informed decision-making and patient-centred care [5–9]. In the
development phase of the educational programme, the peer
educators suggested that the patients receive information about
mental health, patient participation, patients’ rights, self-manage-
ment strategies, treatment options, mutual support, goal setting
and action planning. From the perspective of the health personnel,
importance was placed on elucidating the patients’ responsibili-
ties, goals for treatment and expectations, as well as explaining to
patients what can affect mental health and management of
physical and psychological symptoms. In addition, importance was
placed on the sharing of expertise by both health professionals and
peer educators. For example, when a social worker was teaching
about patients’ rights and practical information, the peer educators
were actively asking questions and providing comments about this
topic.Table 1
Content and structure of the peer co-led educational programme.
Session 1 
Introduction 
What is mental health? 
Orientation on individual treatment and psychotherapy 
Break
Patient participation, self-help and self-management groups 
Patients’ rights and practical information 
Break
Small-group work: discussing the given information and self-help possibilities 
Questions and ﬁnal comments 
Session 2
Introduction 
How to inﬂuence your own treatment: experiences with individual treatment 
Participation, expectations, goals and framework for the treatment (e.g. attendance) 
Break
Physical symptoms in relation to mental health:
physiotherapy as treatment
Treatment in group, is that possible? 
Break
Experiences with group treatment: pros and cons 
Information about available group modalities 
Break
Small-group work: asking questions about treatment options 
Questions and ﬁnal comments 
a Peer educators were user representatives with experiences from mental health orgBefore the implementation of the educational programme the
peer educators received two training sessions concerning peda-
gogic skills and patient participation (a total of 12 h). The health
personnel did not receive any formal pedagogic training in
advance.
2.1. Outcomes measurements and sample size
Assessments were collected at baseline and 1-month follow-up.
All questionnaires returned up to 5 weeks after baseline were
included.
The primary outcome was based on yes/no responses to the
following question: ‘Do you know what treatment you want?’(re-
liability coefﬁcient of 0.742 measured with the Kuder–Richardson
formula). Speciﬁed treatments could be writing down in an open-
ﬁeld response, and these treatments were categorised as
individual, group or a combination of group and other treatments.
Secondary outcome measures were treatment motivation and
self-management knowledge. Treatment motivation was mea-
sured with the following question: ‘How motivated are you with
respect to your treatment?’ Responses were scored on a 6-point
scale, ranging from 0 (not at all) to 5 (very much). Self-
management knowledge was measured using ﬁve self-developed
questions: ‘How much knowledge do you have about how the
outpatient clinics work? About how the therapy works? About
self-help and user participation? About patients’ rights? About the
various treatment options available to you?’ Each item was scored
on a 6-point scale, ranging from 0 (no knowledge) to 5 (high degree
of knowledge), summarised as a 0 to 25 score (Cronbach’s a for the
scale was 0.90).
Sample size calculation was based on knowledge about
treatment preferences (yes/no responses). The intervention was
considered to be successful if 50% of patients in the IG answered
‘yes’ compared with 15% of patients in the CG (p1 = 0.50 and




Peer educatora 25 min
Social worker 45 min
Health personnel and peer educator 45 min
Nurse 15 min
Nurse 5 min



















Female, n 29 (64) 35 (76) 0.224
Ethnicity, Norwegian, n 43 (96) 44 (96) 1.000
Have higher education, n 11 (24) 9 (20) 0.766
Living with someone, n 27 (60) 18 (40) 0.437
Employed, n 9 (20) 11 (24) 0.968
Main ICD-10 diagnosis: 0.923
Schizophrenia related, F20-29, n 0 (0) 1 (2)
Mood disorders, F30-39, n 10 (22) 11 (24)
Neurotic disorders, F40-48, n 17 (38) 17 (37)
Behavioural syndromes, F50-59, n 2 (4) 4 (9)
Personality disorders, F60-69), n 10 (22) 7 (15)
Behavioural and emotional disorders, F90-98, n 4 (9) 3 (7)
Others, Z02-Z03, n 2 (7) 3 (7)
a Values are number of participants, n (%).
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randomisation, we needed 46 patients in each group.
Analysis was carried out with IBM Statistical Product and
Service Solutions (SPSS) software, version 22.0 [10], in accordance
with the intention-to-treat principle, using available cases.
Between-group differences for the primary outcome were
analysed with the McNemar’s test and the Fisher exact test. The
secondary outcomes were analysed with ANCOVA adjusted for
baseline values.
3. Results
Participant ﬂow is described in Fig. 1. Thirty-nine participants
(87%) took part in the educational intervention, with 33 attending
both sessions and 6 attending one session. Six participants did not
show. Within 1 week following the educational group sessions,
individual planning sessions were held for 38 of the 45 participants
(84%). No one in the CG received the educational intervention.
The IG and the CG were similar at baseline with respect to all
demographic and clinical characteristics (Table 2).
One educational intervention was arranged each semester. The
educational sessions were co-led by three peer educators and eight
health professionals. Three peer educators and six health
professionals took part in each small-group session.Participants fl




All ocated to interventi on group
(n=45)
Rece ived all ocated  edu cation (n=39)
8 hours (n= 33)
4 hours (n=6)
Did not rece ive interventi on (n=6) :
No reason  given  (n=3)
Illness  (n=2)
Unable du e to work (n=1)
Lost to follow -up  (n =2) :
Did not want to answer qu esti onnaires 
(n=1)
Illness  (n=1)










































Fig. 1. CONSORT3.1. Outcomes
At 1-month follow-up, 33 of 43 patients in the IG knew what
treatment they preferred compared with 13 of 40 patients in the
CG (p < 0.001); with 16 of 31 patients (51.5%) in the IG, and 12 of 13ow chart
All ocated to control group
(n=48 )
Withdrew after randomi sation (n=2)
Ass ign ed control group
(n= 46)
Analysed intention to trea t, 
available cases
(n=40)
Unable to reach (n=110)
Answered  ‘no’  to the invitation (n=102)
Could not be randomised as they were 
taking part in another stud y (n=34)
Lost to follow -up (n =6):
Did  not want to answer qu esti onnaires 
(n=4)
Unable to reach / mov ed (n =2)
 ﬂow chart.
Table 3
Primary and secondary outcomes for the intervention group (IG) and control group (CG) at baseline and follow up.
Variable IG CG Between groupsb
Mean Diff (95% CI) p-value
Primary outcome
Treatment preferences (Yes/no) at baseline 0.950*
‘No’, no preferences, n (%) 33 (73.3) 34 (73.9)
‘Yes’, n (%) 12 (26.7) 12 (26.1)
Treatment preferences at follow-up <0.001**
‘No’, no preferences, n (%) 10 (23.3) 27 (67.5)
‘Yes’, n (%) 33 (76.7) 13 (32.5)
Speciﬁed treatment preferences at follow-up, na 0.040***
Individual treatment, n (%) 16 (51.6) 12 (92.3)
Group treatment, n (%) 7 (22.60)
Group in combination with other treatment, n (%) 8 (25.8) 1 (7)
Secondary outcomes
Knowledge scale (total score, 0–25) 5.52 (3.34 to 7.70) < 0.001
Baseline, mean (SD) 5.56 (4.35) 7.23 (5.80)
Follow-up, mean (SD) 13.33 (5.69) 8.65 (5.40)
Motivation (total score, 0–5) 0.10 (-0.22 to 0.42) 0.543
Baseline, mean (SD) 4.0 (0.7) 3.9 (0.9)
Follow-up, mean (SD) 4.0 (0.9) 3.9 (1.0)
* Chi square test.
** McNemar’s test.
*** Fisher Exact test.
a Two participants in the intervention group did not specify treatment at follow up and are not included in the analysis.
b The between-group estimated differences for the secondary outcomes were calculated using analysis of variance (ANCOVA), with adjustment for baseline values.
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(Table 3).
With respect to the secondary outcomes, there were no
statistical group differences regarding motivation in relation to
the treatment. There was a signiﬁcant difference with respect to
self-management knowledge in favour of the IG (estimated mean
difference = 5.5, 95% CI: 3.34–7.70, p < 0.001) (Table 3).
4. Discussion and conclusion
4.1. Discussion
The peer co-led educational programme had a signiﬁcant effect
on patients’ knowledge about treatment preferences at 1-month
follow-up. At baseline, the majority of the patients did not know
which treatment they preferred (over 70% in both groups). After
the intervention, a signiﬁcantly lower proportion of patients in the
IG preferred individual treatment, with most patients preferring
group treatment. This is contrary to ﬁndings showing that patients
in mental health services heavily favour individual psychotherapy
[11–14]. Receiving the intervention seems to help clarify treatment
preferences. This ﬁnding also suggests that educational inter-
ventions can play a role in achieving the goal of informed
treatment decisions [2,15–17]. Because the evidence for the effects
of educational programmes delivered before mental health
treatment is limited, further research may be needed to explore
the clinical utility and the long-term effect of such interventions on
a knowledgeable patient.
In line with current encouragement to increase user involve-
ment [18,19], this study focused implicitly on improving user
involvement by including peer educators in planning and
implementing the intervention. However, the intervention con-
sisted of diverse elements, thereby limiting our understanding
regarding which part of the intervention contributed to the effects.
More research is therefore needed to understand the role and value
of peer educators in the delivery of educational programmes andthe optimal balance of expertise shared by peer versus health
educators.
The limitations of our study include the considerable propor-
tion of patients who declined to participate, the lack of blinding,
enrolment from only one CMHC and the development of
assessment instruments speciﬁcally for the present study in order
to achieve the aim of the intervention.
The main strengths of our study are its RCT design in a real
clinical context, its high follow-up rates, its innovative focus on
peer co-led education and user involvement during the develop-
ment and implementation of the intervention.
4.2. Conclusion
In our RCT, we detected improvements in patients’ knowledge
of treatment preferences and self-management at 1-month
following the delivery of an educational programme co-led by
peers.
4.3. Practice implications
Peer co-led group education can optimise the process of
informing and educating outpatients, thereby helping them to
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